If you perform a search of the terms 'hypertophic cardiomyopathy ' and 'pregnancy' in Medline after 1996, 88 articles are identified. These include articles about fetal cardiomyopathy, especially as related to maternal diabetes. There are also a number of publications of maternal hypertrophic obstructive cardiomyopathy (HOCM) from various centres including literature reviews. But in addition, there are two brief case reports about 'bad outcomes' in women with HOCM. In fact, it is these articles that are most instructive for a variety of reasons.
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Drs Matthews and Dickinson from Australia report the case of a 27-year-old woman with known severe HOCM who was managed in a tertiary referral centre by a multidisciplinary team. 1 Regular physician and cardiological review were provided in addition to obstetric care. Apart from increasing fatigue, the pregnancy was uncomplicated but the cardiology team recommended delivery at 38 weeks by elective caesarean section in order to avoid potential cardiovascular complications. Intensive perioperative cardiovascular monitoring occurred. The implanted defibrillator was inactivated, and a careful regional anaesthetic was administered. There was meticulous attention to afterload maintenance to maintain left ventricular volume. The caesarean section proceeded without incident with a live male infant of birthweight 3200 g delivered.
Following delivery, extreme sensitivity to intravenous oxytocin occurred resulting in acute severe hypotension requiring phenylephrine. She experienced chest pain without evidence of myocardial infarction. The next day the patient's haemoglobin dropped from 115 to 50 g/L and she required five units of packed cells. A large haematoma of the broad ligament was detected at ultrasound requiring radiological embolization of the internal iliac artery to achieve haemaostasis.
The authors published the case to highlight not their 'success' but the learning points in this case. In particular they commented that 'vaginal delivery may have been a preferable option'. They diplomatically comment: 'It behoves the obstetrician to make decisions on risk assessment basis regarding mode of delivery. On occasions this can prove difficult when non-obstetric practitioners provide a recommendation based on well-meaning but incomplete knowledge of obstetric outcomes'.
In a second case report, Schmitto et al. 2 report another case of HOCM in which the patient underwent elective caesarean section. Again the patient had severe HOCM with a LVOT-gradient at rest of 100 mmHg. The patient was very anxious prior to her anaesthetic with hypertension and tachycardia. Spinal anaesthesia was administered complicated by acute hypotension and worsening tachycardia. The patient was stabilized with fluids and ephedrine and a healthy baby was delivered. After delivery, the patient had a profound blood pressure fall following intravenous oxytocin associated with acute chest pain radiating into the arm. The patient was resuscitated but eight hours later myocardial infarction was confirmed with a significant rise in cardiac enzymes. Both mother and baby made an uneventful recovery.
In this case a number of deficiencies were identified including inappropriate preoperative evaluation by a young anaesthiologist, starting the anaesthetic despite unfavourable haemodynamics, performing spinal anaesthesia inappropriately, use of ephedrine as first-line vasopressor and the prophylactic use of intravenous oxytocin.
The impact of publication bias in reporting of research is a well-described phenomenon. In clinical practice, the learning points derived from cases that result in less than perfect outcomes have similarly been neglected. It is always helpful to read how cases should be managed either from experts or in the form of guidelines. However, in obstetric medicine, many of the conditions are rare or at least infrequently seen by any particular team. By presenting and publishing our 'mistakes' we can all learn and hopefully not repeat these errors.
